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ABSTRACT 
Background: People with severe mental illness (PWSMI) die 15-20 years earlier than 
people in the general population and this is often due to preventable smoking-related health 
conditions. Studies that identify barriers and facilitators to smoking cessation are crucial for 
policy makers and health care professionals. 
Aims: This appraisal aims to identify and critically appraise qualitative studies which explore 
smoking experiences and barriers to smoking cessation among PWSMI.  
Method: Articles were retrieved from electronic health related databases including Web of 
Science, Scopus, PubMed, Sage, Biomed, Medline, Embase and electronic hand searches 
of bibliographies from key articles. 
Results: Eleven papers were identified. Although the overall quality of studies were 
sufficient, most had limited information relating to trustworthiness and sociodemographic 
details. Cost savings and health benefits were frequently cited as facilitators to quitting, 
however may be of limited impact as smoking for existential purposes, social inclusion and 
mental health management appear to be considered highly important among PWSMI. 
Conclusions: Findings were restricted to predominantly individual barriers to smoking 
cessation which may be more resistant to change as service users rely on smoking to 
manage their mental health and smoking is embedded in the culture of mental health 
settings. 
Key words: Mental health disorders, cessation, tobacco control, qualitative research, public 
health 
Implications 
This critical appraisal identifies qualitative evidence regarding which factors facilitate or 
prevent individuals with severe mental illness from engaging with smoking cessation. 
Healthcare professionals and policy makers should address external barriers to quitting 
smoking as this may increase participation in intervention studies, inform policy and assist in 
the development of a feasible and acceptable smoking cessation intervention among 
© The Author 2016. Published by Oxford University Press on behalf of the Society for Research on Nicotine and Tobacco.
All rights reserved. For permissions, please e-mail: journals.permissions@oup.com.
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PWSMI. Methodological considerations highlight that future research should include 
sociodemographic and contextual factors to improve utility and applicability of findings. 
 
INTRODUCTION 
Background 
People with severe mental illness (PWSMI) die 15-20 years earlier than the general 
population and this is often due to preventable smoking-related health conditions rather than 
suicide [1-3]. Among PWSMI, smoking is associated with poor physical health outcomes, 
depressive symptoms, increased hospitalisations, poor treatment outcomes, reduced quality 
of life, stress and increased psychotic symptoms [4-7]. Smokers with SMI smoke more 
heavily, inhale more puffs and carbon monoxide per cigarette and are often highly 
dependent on nicotine compared to people in the general population. Therefore, they are a 
priority population for tobacco cessation efforts [8-10]. 
Motivation to quit among PWSMI is similar to general population samples [11]. However, 61-
90% of people with schizophrenia smoke compared to 18-24% in the general population [12-
15]. Smoking prevalence in the general population has declined significantly over the past 
forty years [64, 65]. Reductions have been attributed to effective Public Health Agency 
(PHA) tobacco control strategies including media campaigns, increased taxation of 
cigarettes, smoking bans in public places, prescription of nicotine replacement therapy 
(NRT) and increased cessation support. However, in a national Australian survey, Cooper, et 
al. [60] highlighted that there was no decline in smoking prevalence rates among people with 
psychosis over 10 years. Thes  findings are consistent with a meta-analysis of worldwide 
studies suggesting PWSMI are three times more likely to smoke than general population 
samples [64]. Observed reductions among general population samples have not been 
reflected in psychiatric populations, who experience more barriers to smoking cessation.  
Barriers and facilitators of smoking cessation 
Smoking cessation interventions are based on the transtheoretical model (TTM) which 
postulates that smokers' move from a stage of precontemplation to contemplation by 
formulating intentions to quit based on weighing up advantages and disadvantages of 
quitting [16,17]. However, it is uncertain if the TTM is applicable in guiding cessation among 
PWSMI [18, 61]. Further, health and lifestyle intervention studies are limited by small 
samples sizes and high attrition rates, with participation rates as low as 43%, which are 
inadequately powered to assess statistical significance [19-21]. Medical research council 
[22] guidelines support phased intervention development to increase insight into 
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mechanisms and theory which underpin behavioural change [19], therefore, barriers to 
quitting should be identified at both individual and external levels such as health provider 
and systemic levels [23].  
Qualitative approaches are theory building rather than theory testing, allowing identification 
of barriers and facilitators of smoking cessation through exploration of smoking and quitting 
experiences and beliefs which may not have been predetermined by the researcher or 
treatment providers. Previous reviews have identified barriers to quitting smoking and 
participation in cessation trials [6, 24, 25]. However, there have been no reviews which 
critically appraise qualitative studies which identify barriers to smoking cessation; it is 
important that studies are methodologically sound and include contextual factors that affect 
local applicability to improve usefulness for policy makers and health care providers [26]. 
Furthermore, there is a paucity of research exploring external barriers and facilitators of 
cessation among PWSMI.  Identifying external barriers to cessation may increase 
participation rates in intervention studies, inform policy and assist in the development of a 
feasible and acceptable smoking cessation intervention among PWSMI [27]. 
Aims 
Given the discrepancy between PWSMI and general population smoking prevalence levels, 
it was deemed necessary for a comprehensive and critical appraisal of qualitative literature 
exploring smoking and quitting among PWSMI. This review will report barriers perceived by 
service users, family members and health care providers. Specifically, this review aims to (1) 
Critically appraise qualitative studies which identify barriers and facilitators of smoking 
cessation among PWSMI (2) explore reported barriers and facilitators of smoking cessation 
and (3) examine if qualitative studies identify systemic, treatment and health provider 
barriers and facilitators of smoking cessation. 
METHOD 
Study design 
A narrative review method was utilised to integrate qualitative studies exploring barriers and 
facilitators to smoking cessation among PWSMI. A narrative review accommodated a 
comprehensive and flexible examination of the wide range of barriers and facilitators 
mentioned in the relevant literature. To appraise methodological quality, two contrasting 
frameworks were used simultaneously; ENTREQ [28] and Critical Appraisal Skills 
Programme [29]. Studies were not excluded on quality grounds as this review does not aim 
to exclude poor quality studies rather, critically appraise studies to enhance future research. 
Search methods 
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A literature search was conducted using the following search terms: tobacco cessation, 
quitting, severe mental illness, schizophrenia, psychosis, bipolar, psychotic disorder, 
barriers, facilitators and qualitative (Figure one). Boolean combinations of these terms were 
searched in Web of Science, Scopus, PubMed, Sage, Biomed, Medline, Embase, Google 
Scholar and electronic hand searches in March 2015. Numerous terms were used to identify 
“people with severe mental illness” in order to distinguish SMI from common mental health 
disorders, such as anxiety or depression. For example, “schizophrenia” OR “severe mental 
illness” OR “bipolar disorder” OR “psychosis”. Truncation symbols were used to replace the 
ending of “Qual*” to distinguish search results from quantitative studies. However, searching 
for ‘qualitative' studies had limited utility as many papers were not appropriately identified as 
qualitative [30]. Therefore, papers were also identiﬁed from electronic hand searches of 
bibliographies of relevant articles, which had cited qualitative papers that had not appeared 
in initial search results.   
Inclusion and exclusion criteria 
Articles were reviewed if they met all of the following criteria: (a) they were published in the 
English language, (b) they were peer-reviewed studies with a qualitative component, 
published between 1980 and March 2015, (c) the research explored smoking and quitting 
experiences of people diagnosed with severe mental illness, and (d) studies identified 
barriers and facilitators of smoking cessation among PWSMI, perceived by service users, 
family members and/or health care providers. There were inconsistencies found in how SMI 
was defined in practice [31]. For the purposes of this review, severe mental illness is defined 
as a diagnosis of psychosis or personality disorder. Barriers were defined as reasons for 
smoking maintenance or reasons that prevented smoking cessation. Internal barriers were 
defined as individual and social factors which prevented cessation whereas external barriers 
were defined as systemic, health provider and treatment factors which prevented cessation. 
Facilitators were defined as reasons or factors that aided or improved chances of smoking 
cessation. There were no exclusion criteria for sample size. Intervention studies were only 
included if they were the mixed method study with a qualitative component exploring barriers 
and facilitators to quitting smoking. 
Data extraction 
Titles and abstracts were screened to identify which in the initial pool of papers made 
references to barriers and facilitators of smoking cessation. Articles meeting the criteria were 
then coded regarding barriers, facilitators, study setting, country where healthcare was 
located, study design, sample characteristics, recruitment, data saturation, data collection 
method, research methodology, reflexivity, trustworthiness: credibility, transferability, 
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dependability and confirmability. The second researcher confirmed quality assessment 
screening. 
RESULTS 
Search outcomes 
Four hundred and fifty-five studies were identified through the search strategy; 10 Web of 
Science; 188 Scopus; 133 PubMed; 72 Sage; 34 Biomed; 8 Medline; 10 Embase; 24 
electronic hand searches and 19 from an explosion of references. Titles and abstracts were 
screened utilising inclusion and exclusion criteria. All relevant papers were retrieved. 
Duplicates were removed and study titles and abstracts which did not meet inclusion criteria 
were excluded. Eleven studies met inclusion criteria. The second author examined a random 
sample of identified articles to estimate interrater reliability. There was 100% agreement on 
inclusion and exclusion of studies. 
[FIGURE 1.FLOW DIAGRAM OF REVIEW PROCESS HERE] 
 
Study characteristics 
Of the eleven studies included, six studies were based in the US [33, 35, 36, 42, 43, 38], two 
in Canada [40, 41], one study was based in Australia [34], one in New Zealand [37] and one 
in the UK [39]. All eleven studies reported study setting, inpatient/outpatient and number of 
participants. Five studies did not include participant characteristics including gender, age or 
diagnosis [33, 36, 37, 38, 42].  
[TABLE 1 HERE]  
Quality assessment of studies 
The results of the quality assessment utilising CASP and ENTREQ are presented in Table 1. 
Recruitment descriptions and sampling procedures were reported in most studies. Three 
studies used a grounded theory design [33; 34; 35], one used a mixed method design [38], 
eight studies did not explicitly state study design. Three studies used grounded theory as an 
analysis technique [33-35], two used thematic analysis [36; 37], one study used content 
analysis as part of a mixed method study but did not state it was a mixed method study [41] 
and one study used a general inductive approach [39]. Five studies used semi-structured 
interviews [33; 34; 39; 40; 43], one used structured interviews as a component of a mixed 
study [41], and five studies used focus groups for data collection [35; 36; 37; 38; 42]. Only 
one study considered reflexivity [35]. Seven studies described the sample characteristics in 
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detail, including age, gender and diagnosis [33; 34; 35; 39; 40; 41; 43]. Three studies stated 
that they reached data saturation [34; 35; 37]. Only five studies met all four components of 
trustworthiness [33; 34; 39; 40; 43]. 
 [TABLE 2 HERE] 
Facilitators of smoking cessation 
Health and financial facilitators 
All eleven studies identified facilitators of smoking cessation among PWSMI. The most 
commonly cited facilitators were health benefits [33; 35; 36; 39; 42; 43] and financial savings 
[33, 36; 39; 42; 43], however, these were often weighted as less important than perceived 
benefits of smoking (see Table 2). 
Tailored cessation support 
Other facilitators of cessation included flexible and tailored support offered at the optimum 
time [37; 39; 40]. Families of PWSMI stated it was important to have an accessible and 
responsive tobacco support service [37]. Lawn and colleagues [34] highlighted the 
importance of considering different diagnoses when tailoring smoking interventions as 
people with different diagnoses have different needs. One study suggested it was important 
to "feel ready to quit" [36]. It was highlighted that alternative ways to cope with stress and 
anxiety and increase self-efficacy and motivation should be offered to cope with the urge to 
smoke [39; 41]. Concerns about the deterioration of mental health after smoking cessation 
should be addressed and knowledge and skills surrounding smoking cessation should be 
taught [39].  
Health provider support 
Health providers were not cited as facilitators of quitting smoking except in one study [40]. It 
was suggested mental health service staff could facilitate smoking cessation by being more 
involved, committed and having consistent knowledge and training of Nicotine Replacement 
Therapy (NRT) and behavioural cessation techniques [37; 40].   
Social facilitators  
Social benefits such as no longer smelling of smoke and social approval for quitting were 
cited as facilitators in one study [36]. One study mentioned family advice as an important 
facilitator and another highlighted the importance of having family involvement and education 
for families around smoking cessation [33]. Peer modelling and changes in social norms 
were also important; smoking image became associated with risky and unpopular behaviour. 
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Additionally, people smoked less in environments which were antipathetic to smoking [35; 
38; 39].  
Individual barriers of smoking cessation 
Individual factors were the most commonly cited barriers to smoking cessation. These 
included the management of mental illness symptoms, social barriers and smoking for 
existential purposes.  
Smoking to manage mental health 
The most commonly cited individual barrier to cessation was smoking to reduce or cope with 
illness-related factors, including; managing mental health symptoms, side effects and 
preventing relapse, which was often perceived as more important than physical health [33, 
39, 42, 34; 39; 41]. It was commonly reported that smoking improved illness related factors 
such as; attentional, cognitive, motivational, problem solving and negative symptoms [34; 36; 
41; 43]. Low self-efficacy was cited as a barrier to cessation in four studies [35; 38; 39; 40].  
Smoking had a role in reducing negative affect; relieving grief, anger, anxiety, depression, 
irritability, sadness and nervousness [35; 43; 36; 38; 39; 41; 39]. It was also an important 
coping resource in dealing with stress [33; 39; 42].  
Existential role of smoking 
Smoking was perceived as playing an existential role in the lives of PWSMI [34], as smoking 
played an intrinsic role in their everyday routines, lifestyles and identities. Smoking helped 
people compartmentalise their time, was their main source of activity and helped reduce 
boredom [43; 36; 38; 37]. It was often described as their "only pleasure" [36; 37; 38]. 
Smoking was also perceived as a method of control [34, 35]. 
Social barriers 
Smoking was perceived as a way to fit in, cope with exclusion, "be part of something", 
offering relief from loneliness and alleviated stigma [33; 34; 35; 38; 36; 40; 42]. Social 
influence and smoking peers facilitated a wide acceptance of smoking [34; 38; 39; 40; 42]. 
Lack of cessation encouragement from significant others was also cited as a common barrier 
[39; 42; 43]. 
Health provider barriers 
Five studies highlighted healthcare provider barriers [34; 35; 37; 39; 42]; suggesting there 
was perceived lack of encouragement to quit by any health providers. Psychiatrists who 
discussed quitting approached it with judgmental connotations which impacted on self-
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esteem [34; 35; 39]. It was cited that lack of support from healthcare providers, staff smoking 
with patients, using cigarettes as rewards, lack of knowledge about cessation and lack of 
responsibility for smoking cessation were perceived barriers to smoking cessation [35; 39; 
37; 42].  
Systemic barriers 
Five studies identified systemic barriers to smoking cessation [37; 34; 35; 39; 43]. One study 
mentioned government policy, messages and PHA policy as a facilitator of smoking 
cessation [33]. One study noted a lack of consistency in smoke-free practice and alternative 
activities [37]. One study mentioned that a lack of practice guidelines, lack of staff training, 
lack of resources to achieve smoke-free policy and no targets to reduce smoking as barriers 
to smoking cessation among PWSMI [39].  
Treatment barriers 
Five studies mentioned pharmacotherapies and the issues surrounding these regarding 
barriers and facilitators to smoking cessation [35; 37; 36; 42; 43]. Staff concerns about 
harmful effects and expense of NRT, inconsistent information about NRT given by staff and 
availability and access to NRT were cited as barriers to smoking cessation [35; 36; 37; 42]. 
DISCUSSION 
This critical appraisal aimed to identify and critically appraise qualitative studies which 
explore smoking experiences and barriers to quitting smoking among PWSMI. Findings 
highlight methodological shortcomings; few studies met all four components of 
trustworthiness or reported sociodemographic details. Secondly, this review aimed to identify 
external barriers to smoking cessation, including; systemic, health provider and treatment 
barriers and facilitators which have been associated with declines in smoking prevalence 
levels in the general population. Findings demonstrate that qualitative studies focused 
predominantly on individual barriers rather than external barriers to cessation. 
Methodologi al robustness 
While the overall quality of studies was sufficient, most did not provide information relating to 
trustworthiness; half of the studies did not describe the sample characteristics, including age, 
gender or diagnosis which reduces transferability of findings. Different mental illnesses may 
be associated with different barriers and facilitators due to heterogeneity between 
symptoms, medication effects and stigma; all of which were expressed as reasons for 
smoking [34]. This limits the extent to which findings can be generalised, particularly as 
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health beliefs vary among different age groups and vulnerability to health risk and response 
to intervention is associated with clinical severity and age [44; 45].  
Individual related barriers and facilitators to cessation 
Smoking was reported by participants as important for managing symptoms and facilitated 
social inclusion. Smoking was perceived as having an existential role for PWSMI; it was 
engrained in their everyday existence and gave them something to do. These barriers 
extend those which are typically reported by the general population; addiction, habit, stress, 
weight gain and enjoyment [46; 47]. Health problems and cost savings were frequently cited 
facilitators of quitting, however, despite awareness of the health risks, PWSMI continued to 
smoke, and health and financial costs of smoking did not facilitate cessation [33; 35; 36; 39; 
43]. This is consistent with previous findings which show tax increases on cigarettes do not 
reduce smoking among PWSMI [48]. Unlike theories of health behaviour change which posit 
that knowledge of risk, risk assessment and decisional balance determine individual action 
to change behaviour, quitters did not appear to weigh up pros and cons of smoking; 
spontaneous quitting was triggered by feelings of disgust or serious breathing problems. 
This is consistent with recent findings suggesting that prior planning may not precede 
quitting [61]. The TTM has been criticised for not acknowledging different interpretations of 
risk, and may not be applicable among PWSMI [18; 49; 62]; suggesting current cessation 
models and guidelines may hinder quitting [33; 43]. 
Systemic facilitators and barriers of smoking cessation 
Decline in smoking among the general population has been attributed to effective Public 
Health Agency (PHA) strategies. Only one study in this review mentioned government 
strategy regarding facilitating quitting smoking [33]. Findings suggest that more guidelines 
and training for staff, resources to achieve smoke-free policy and targets on reducing 
smoking are required to increase smoking cessation in this population [34; 35; 37 43; 39]. 
However, over half of studies identified did not explore systemic or health provider barriers to 
cessation. This suggests that systemic and health provider factors are rarely barriers to 
cessation or, more likely; PWSMI are unaware of the responsibility of health services in 
providing cessation support, therefore, did not spontaneously suggest they were barriers to 
smoking cessation. Bronfenbrenner’s [50, 63] ecological framework suggests that to 
implement a feasible intervention it is important to identify barriers at all levels. Particularly 
as PWSMI may find it more difficult to quit due to symptoms of mental illness, therefore, may 
depend on health providers and systemic facilitators to achieve and maintain cessation.  
Health provider facilitators and barriers to cessation 
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Previous findings suggest that if quit attempts are spontaneous and unplanned, health 
providers may need to provide more smoking cessation support during the action phase, 
rather than precontemplation stage, as postulated by the transtheoretical model [61]. 
However, health professionals were mentioned as a facilitator of cessation in only one study 
[40]. Five studies identified health provider barriers to quitting. These barriers are troubling 
as providers' attitudes towards NRT and cessation may hinder quitting and if support was 
provided; it was perceived by PWSMI as judgmental. This consequently lowered their self-
esteem and increased their sense of powerlessness [34; 35; 39; 43]. Findings are consistent 
with literature emphasising health disparities are due to a care gap not being effectively met 
by primary care or secondary mental health services [51; 52]. Current findings highlight that 
health providers are not perceived as sources of smoking cessation support; contrasting with 
PHA policy and findings which suggest general practice had the highest number of people 
setting quit dates GPs should ask about smoking, offer quitting advice and prescribe NRT 
[14; 53-56].  
Pharmacotherapy treatment barriers and facilitators of cessation 
Despite research suggesting that PWSMI do not use effective cessation treatments and that 
pharmacotherapies have been shown to be effective in psychiatric populations [56, 57]; only 
50% of studies explored barriers and facilitators surrounding attitudes and beliefs towards 
NRT. This is problematic as NRT is a key component of cessation interventions. In the UK 
91% of people in the general population who quit using NHS services received 
pharmacotherapy [53]. Therefore, it is crucial to explore barriers surrounding NRT in 
qualitative studies to improve cessation success among PWSMI. It may be the case that 
PWSMI were unaware of the availability of pharmacotherapies, therefore, did not mention it 
as a barrier or facilitator of cessation during interviews. Alternatively, studies may have taken 
place when access to NRT was not as widely available in the community. Findings suggest 
that participants expressed negative views about NRT effectiveness and safety and received 
inconsistent information from staff [35; 37; 38; 43].  US and New Zealand studies mentioned 
the cost of NRT as a barrier, juxtaposed to UK and Canadian studies where NRT is funded 
by national health services. 
Strengths and limitations 
The review process was restricted to English language journals only and peer review 
publications, therefore, we may have missed some studies that were published within the 
grey literature. Searching for ‘qualitative' studies was unhelpful as the MeSH heading 
‘Qualitative Research’ was introduced in 2003 and after this many papers had varied use of 
the term ‘qualitative’ [30], therefore, important studies may not have been identified. 
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Cochrane review guidelines emphasise that reviews should not be limited to well-known 
databases as this may result in missing useful information. Therefore, electronic hand 
searches of bibliographies from key articles were used to expand search results. 
Reliability of conclusions may be enhanced if demographics and external barriers to 
cessation were reported across studies, however, it was not the scope of this review to 
exclude studies on this premise but to critically appraise findings to enhance usefulness for 
future research and cessation interventions. Furthermore, no weight was given to barriers 
and facilitators.  Although participants may have suggested more facilitators than barriers to 
smoking cessation, barriers were often weighted more; for example, managing mental health 
symptomology by continuing to smoke was perceived as a greater concern than future 
health benefits of quitting smoking. Therefore, it was difficult to conclude which facilitators 
would realistically increase cessation success. However, recording commonly cited barriers 
and facilitators allowed the authors to explore different meanings PWSMI assigned to health 
risk associated with smoking, which is important to consider in changing health behaviours 
[50] and understanding the utility of health behaviour models. 
Implications   
Smoking cessation strategies should aim to address negative and inaccurate views of NRT, 
reduce individual barriers to smoking cessation through finding alternative strategies for 
achieving cognitive, emotive, symptoms and stress relief benefits and develop better ways to 
tackle and infiltrate pro-smoking cultures such as peer modelling. Flexible and tailored 
support, given at the right time, was perceived as a key component of smoking cessation; 
consistent with previous reviews findings that service users' personal perspectives are vital 
in changing health behaviours [25; 58]. Further, taking advantage of quit opportunities rather 
than weighing pros and cons and planning quit dates [61; 62], as postulated by TTM theory, 
may increase the efficacy of smoking cessation interventions.  
Future studies should report age, gender, smoking status and diagnosis to enhance 
trustworthiness. Most studies did not explicitly explore external barriers to smoking 
cessation, suggesting that further research is required to understand issues surrounding 
smoking cessation beyond individual related factors. Although barriers and facilitators were 
self-reported, systemic barriers, especially those related to health providers, may also be 
significant. Future research should explore systemic issues further to understand external 
barriers of smoking cessation and facilitate tailored intervention implementation for PWSMI. 
Particularly as PHA strategies have been successful in reducing smoking prevalence levels 
in the general population [15].  
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Conclusion 
This critical appraisal provides an insight into methodological challenges of understanding 
the barriers and facilitators of smoking cessation among PWSMI.  Findings are restricted to 
mainly individual barriers, which may be less resistant to change as service users rely on 
smoking to manage their mental health and live in pro-smoking cultures. Additional 
qualitative work is required as smoking cessation needs to be addressed at all levels. This 
includes enacting measures at systemic, health provider and service user individual levels 
[50, 63] to understand and mitigate alarmingly high smoking prevalence levels among this 
vulnerable population. 
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Table 1. Methodological Robustness: CASP
*
 criteria of qualitative studies (n=11) 
*CASP: Critical Appraisal Skills Program (2006)  
 
 
 
 
 
 
Study Approp
riate 
Study 
design? 
Setting  
descri
ption 
Sample 
characte
ristics 
Recr
uit- 
men
t 
Data 
satura
tion 
Data 
collectio
n 
method 
Analysis 
techniq
ue 
Reflex
ivity 
Cred 
(inte
rnal 
validi
ty) 
Transfe
rable 
Depen
dable 
(reliabil
ity) 
Confirm
ability 
Davis 
et 
al.[33]  
Yes Yes Yes Yes No Semi 
structure
d 
intervie
ws 
Ground
ed 
theory 
No Yes Yes Yes Yes 
Lawn 
& pols 
[34] 
Yes Yes Yes Yes Yes Semi 
structure
d 
intervie
ws 
Ground
ed 
theory 
No Yes Yes Yes Yes 
Solwa
y, et 
al [35] 
Yes  Yes  Yes No Yes Focus 
group 
Ground
ed 
theory 
Yes Yes Yes Yes No 
Luckst
ed, et 
al [36] 
Yes Yes No Yes No 5 Focus 
groups 
Themati
c 
analysis 
No Yes No Yes Yes 
Misse
n, et 
al [37] 
Yes Yes No Yes Yes 2 Focus 
group 
Themati
c 
analysis 
No Yes No Yes Yes 
Snyde
r, et al 
[38] 
None 
stated 
Yes No Yes No Focus 
groups 
None 
stated 
No Yes No 
 
No Yes 
Kerr, 
et al 
[39] 
Yes Yes Yes Yes No Semi 
structure
d 
intervie
ws 
Framew
ork 
analysis  
No Yes Yes Yes Yes 
Rae, 
et al 
[40] 
Yes Yes Yes Yes No Semi 
structure
d 
intervie
w 
General 
inductiv
e 
approac
h 
No Yes Yes  Yes Yes 
Forch
uck, 
et 
al[41] 
Yes Yes Yes Yes No Structur
ed 
intervie
w (after 
question
naire) 
Content 
analysis 
No Yes No Yes No 
Nawa
z, et al 
[42] 
None 
stated 
Yes No Yes No 6 Focus 
groups 
None 
stated 
No Yes No Yes Yes 
Esterb
erg, et 
al [43] 
Yes Yes Yes Yes No Semi 
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d 
intervie
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nal 
themati
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method
ology 
No Yes Yes Yes Yes 
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Table 2. Barriers and facilitators of smoking cessation among PWSMI 
Study Setting  
 
Facilitators Individual 
Barriers 
Social  
Barriers? 
Health  
Provider 
barriers? 
NRT  
Discussed? 
Systemic 
barriers 
mentioned? 
Davis et 
al., 
[33]  
31 PWSMI: 
smokers, 
previous 
smokers and 
non-smokers. 
Illinois, USA 
Financial reasons, 
disgust, societal 
messages of risk, 
family and medical 
advice, government 
policy and smoking 
related health 
problem  
Managing mental 
health, social 
benefits, beliefs of 
invulnerability, down 
played smoking 
related health 
problems 
Social 
benefits of 
smoking. 
None No No 
Lawn & 
pols [34] 
Patients with 
schizophrenia, 
bi-polar 
affective 
disorder, 
depression, and 
personality 
disorder were 
studied (n=24), 
South Australia 
Recognising people 
with different 
diagnoses have 
different needs 
Existential role: 
reducing stigma, 
promoting freedoms 
Managing mental 
health, symbol of 
control, Smoking for 
identity 
Reinforcem
ent and 
acceptance 
of smoking. 
Psychiatrist 
rarely 
mentioned 
their smoking  
Yes Doctors were 
demarcating the 
area of their 
responsibility for 
treatment and 
smoking cessation 
was not included 
in that area. 
Solway, 
et al 
[35] 
4 groups: 2 
smokers, never 
smoker and 
previous smoker 
from outpatient 
mental health 
services. 
California, USA,   
Health concerns, 
changes in norms 
and values, image of 
smoking as risky and 
unpopular 
behaviour, which 
transformed it into a 
barrier to 
socialisation. 
Coping mechanism; 
relief from pain, 
stress, grief, anger, 
and sadness as well 
as fulﬁlling the needs 
to ﬁt in, feel 
supported, and avoid 
withdrawal. low self-
efficacy (quitting), 
lack of will power, 
weight management 
Be “a part 
of” 
something 
and coping 
with 
feelings of 
exclusion 
and 
difference; 
Health care 
practitioners 
rarely asked 
about their 
smoking. 
Yes- Cost 
and 
accessibility 
as a main 
barrier to 
NRT use. 
NRT accessibility 
Lucksted, 
[36] 
Five focus 
groups, each 
consisting of six 
to ten persons, 
in. (n=40 
people) US 
Risk of serious 
health problems, 
seeing someone 
close get ill from 
smoking,   ‘ready to 
quit’ recognition 
from others, 
enhanced physical 
functioning, financial 
savings, social 
benefits. 
Managing mental 
health, reduce 
boredom, only 
pleasure in life, 
smokers mentally 
minimizing their 
perceived risks or 
accepted risks, or 
smoking together 
was mentioned as a 
benefit. 
Socially 
excluded if 
non-
smoker, 
smoke 
breaks. 
Negatively 
affect well-
being and 
social 
interaction. 
None Yes-but not 
discussed  
Mentions negative 
messages e.g. 
smoking only 
pleasure but does 
not state who said 
this message. 
Missen, 
[37] 
Family members 
of current 
service users 
(acute inpatient, 
crisis care, 
rehabilitation). 
NZ  
Flexibility and 
support to cut down 
consistent, 
accessible Smoke-
free information to 
be given in the right 
form and right time, 
family to be 
involved, alternative 
healthy activities 
stop smoking, 
education for 
families. 
Last vice, reward, or 
pleasure that people 
had left and smoke-
free initiatives were 
often viewed in the 
context of loss 
Smoking as the main 
source of activity. 
None. Lack of staff 
boundaries in 
smoking, staff 
attitudes and 
approaches, 
workload, and 
shift structure, 
need 
consistent 
knowledge/trai
ning of NRT 
and 
behavioural 
cessation 
techniques. 
Yes-
inconsistent 
Info given on 
NRT and 
unavailable, 
lack of 
availability of 
cessation 
options;  
Inconsistent, 
inaccessible 
smoke-free 
practice and 
delivery of smoke 
free information 
and often 
unavailable. 
Long waiting lists, 
need to provide 
and promote 
other appropriate 
activity to replace 
smoking. 
Snyder 
[39] 
 
2 psychiatric 
rehab centres 
in-mid western 
city in US 
Influence of non-
smokers, peer 
modelling, non-
smoking 
environments. 
Coping mechanism 
for everyday 
stressors, no benefit 
to quitting, nothing 
to look forward to, 
more fun. 
Social 
interaction, 
social 
majority-
influence of 
others. 
No No No 
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Study Setting  
 
Facilitators Individual 
Barriers 
Social  
Barriers? 
Health  
Provider 
barriers? 
NRT  
Discussed? 
Systemic 
barriers 
mentioned? 
Kerr, et al 
[40] 
25 PWSMI and 
50 health 
professionals, 
Scotland, UK. 
Improve physical 
health, increase 
disposable income, 
role models. 
low levels of 
motivation and self-
efficacy, mental 
health deterioration, 
coping resource, lack 
knowledge and skills. 
Social 
influence, 
smoking 
norm, few 
positive 
role 
models. 
lack of support 
from MHP (fear 
of damaging 
relationships, 
training,  
No, mention 
number who 
have tried 
NRT but no 
discussion of 
issues 
Yes-PWSMI 
reluctant to use 
mainstream 
cessation services, 
no guide practice 
Rae, [41] Community 
mental health 
agency, 
participants of 2 
cessation 
programs. 
Ontario, 
Canada. 
Flexible to needs and 
individual choices, 
mental health staff 
on board to ensure 
mental health  peer 
support/’quit allies’ 
Low confidence in 
quitting, managing 
mental health, 
ambivalence around 
physical health 
smoking as self-harm 
Environmen
tal factors, 
including 
difﬁcult life 
events and 
social 
relationship
s 
No Yes- 
misinformati
on and self-
stigmatising 
myths 
around 
pharmacolog
y 
No 
Forchuck, 
et al [42] 
50% acute care 
settings, 50% 
tertiary care 
Southern 
Ontario, 
Canada. 
Distractions, walks, 
diversions and group 
meetings. 
Addiction, smoking 
increases energy 
levels and 
management of 
mental health. 
None No None No 
Nawaz et 
al. [43] 
White, African 
American or 
Latino from 
psychiatric 
rehabilitation 
agency in 
Chicago, US. 
Cost of tobacco and 
health problems 
were motivators to 
quit.  
Manage stress and 
mental health. 
Social norm 
and 
smoking 
areas for 
social 
interaction 
reinforced 
smoking. 
 Rewarding 
good behaviour 
with cigs), lack 
of involvement 
or 
complacency  
Yes- 
restricted 
access to 
quit 
products. 
Misinformati
on about 
cessation 
products. 
No 
Esterberg
, et al 
[44] 
50% from a 
clinical trials 
program, and 
50% from a 
CMHC Atlanta, 
USA.  
Negative health 
consequences of 
smoking, financial 
burden, problems 
with participation in 
physical or daily 
activity. 
Calming effects of 
nicotine controlling 
mood, when feeling 
nervous or irritable, 
manage mental 
health, relieve 
boredom. 
Reinforcem
ent of 
smoking 
from 
significant 
others.  
No doctors, or 
treatment 
providers had 
approached or 
encouraged 
smoking 
cessation. 
Yes-Negative 
attitudes 
about NRT. 
Yes- no smoking 
cessation 
programs 
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Figure 1. Flow diagram of review process 
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database searching 
(n = 412) 
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Records after duplicates removed 
(n =194) 
Records screened 
(n =271) 
Records excluded as 
ineligible from abstracts  
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Full-text articles excluded, 
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(n =151) 
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